Sepsis is stressful for a neonatologist. It is the leading cause of neonatal deaths and morbidity and contributes to nearly 50% of the neonatal mortality in developing countries 1,2,3 . The neonatal sepsis pathogens and their antimicrobial susceptibility patterns vary between different units and it changes over time. Therefore, the choice of empiric antibiotic therapy, which is a lifesaving treatment in critical cases, should be guided by the local epidemiology. Safe prescription practices will optimize the treatment, reduce antibiotic toxicity and the emergence of resistant organisms 1,2,3,4 .
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Retrospective studies reviewed the microbiological spectrums of neonatal intensive care units (NICU) and presented the
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antibiogram unique to those clinical settings. These studies have examined body samples, such as blood, CSF, urine, respiratory secretion, skin swabs and stool; they included both early and late onset neonatal sepsis cases 1, 2, 3, 4 .
Multiple reviews recommended strategies for safe antimicrobial practices specific to the neonatal critical care settings; the aim was to enhance the therapy and clinical prognosis while reducing the complications of drug toxicity and microbial resistance [5] [6] [7] [8] [9] [10] [11] [12] [13] .
In Bahrain, there is a lack of evidence nationally and regionally (GCC countries) regarding the neonatal sepsis and reports of 
METHOD
Sixty-seven neonates who were admitted to the NICU from 1 July 2013 to 31 September 2015 and who have had a positive blood culture were included in the study. Neonates with contaminated blood cultures that showed mixed growth of organisms with no clinical evidence of sepsis and neonates who were referred from other hospitals with external reports of blood cultures were excluded from the study.
The data was compiled on Microsoft Excel and analyzed using the SPSS software.
Each culture was categorized as early or late onset sepsis; the antibiogram, the antibiotic used and any modification after culture report, outcome and survival were documented. 
DISCUSSION
The majority of our microbiological isolates were coagulasenegative staphylococci; the most common microorganisms were Staphylococcus epidermidis and Staphylococcus hemolyticus; this finding is similar to the microbiological study of Hsu et al 4 . We believe that most of these positive cultures are contaminated blood samples, despite the fact that these neonates were treated with antibiotics; it requires a separate study to differentiate proven sepsis in neonates with positive cultures, similar to the study performed by Osuch et al, where 91% of the positive blood cultures were classified as colonization 1 .
The cumulative antibiograms of our clinical isolates were variable and different from those published in other studies. Most of our gram negative rods were sensitive to Amikacin, while most of the Group B Streptococci were sensitive to Ampicillin. The CONS had a high sensitivity to Tazocin and linezolid, but resistant to Meropenem and ampicillin. Low sensitivity of gram-negative rods to amikacin and ampicillin were observed in Ousch et al and Sharma et al 1, 11 . Vancomycin and Amikacin were not good choices for CONS and Staphylococcus aureus infection in the cumulative antibiograms of Sharma et al 11 .
However, there was clearly a discrepancy in the choices of antibiotics prescribed by our neonatologists and the sensitivity patterns of the microorganisms. Powerful antibiotics, such as Meropenem and Vancomycin were used frequently and Our study has several limitations. First, the retrospective design of the study can predispose to observer bias. The small study sample questions its validity, especially since its performed in one neonatal unit in a single hospital. In addition, the collection of data for the clinical course, maternal history, and regimen of antimicrobials prescribed was done through the electronic medical records. These were typed by different physicians, and varied in their length and adequacy; hence there were no objective records of what happened around the time of suspected sepsis.
Our study contributes to building a baseline of local data that can be utilized in designing an antimicrobial program. The study would help in refining the empiric antimicrobial prescription practices in the unit, reducing the emergence of resistant microorganisms, and avoiding antibiotic toxicities in the neonates. These policies once implemented would reduce the healthcare expenditure costs of unnecessary prescriptions and the expenses of sepsis complications.
CONCLUSION
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